Objective: To critically analyse the Australian Defence Force (ADF) policy on maternal health care: Health Directive No 235 -Management of pregnant members in the Australian Defence Force.
T he health and wellbeing of pregnant women and their unborn children is a key indicator of the overall health of a population. On a global scale, there have been efforts to address the health inequalities for pregnant women, increasing access to maternity services and reducing the maternal, perinatal and infant mortality rates.
1,2 While much of the focus has been on decreasing the health inequalities pregnant women face in developing countries, women in developed countries still face issues regarding access to and choice of maternal healthcare options. Australian Defence Force (ADF) policy places constraints on pregnant women's access to models of care within the Australian health care system. This paper analyses this policy using Bacchi's 'What's the problem represented to be?' (WPR) framework and explores the challenges faced by women in the ADF who must abide by this policy.
Healthcare within the ADF
A number of policy documents govern the provision of health care to ADF personnel. This policy document provides the basis for how permanent (that is, full time service) members of the ADF are entitled to access a range of medical services at no financial outlay. 3 However, this entitlement comes at a cost to the individual, in that they have limited to no choice as to whom they receive healthcare from.
Healthcare can be provided to ADF personnel by a range of 'on-base' and 'off-base' services. On-base services are provided by registered health professionals who can be Department of Defence Australian Public Service employees, ADF members or contracted health professionals (CHPs). On-base services can include primary health care, dental treatment and some allied health services such as psychology and physiotherapy. Offbase services include medical consultations, hospitalisation, ambulance services and surgical procedures and investigations. Off-base services are provided under a contractual arrangement. Since 2012, Medibank Health Solutions (MHS) has been contracted to provide a range of both on-and off-base services. To access the models of care stipulated in policy, ADF personnel are limited to those healthcare providers who have signed on with MHS and so have less choice in terms of healthcare providers than other Australian citizens. 4 HD235 also provides policy on how the ADF is to manage other aspects of a woman's pregnancy, for example, hospital arrangements for the birth, post-natal health arrangements with a specialist obstetrician and the timeframe required to pass a physical fitness assessment postpartum. 4 As ADF personnel are bound by policy as to how and whom they receive antenatal, intra-partum and post-partum health care from, a policy analysis of HD235 will give insight into the implications of the constraints placed on ADF women.
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Method
A number of frameworks can be used to analyse policy, including Colebatch's governmentality approach; 5 the policy cycle approach, such as the one developed by Bridgman and Davis; 6 or Bacchi's WPR framework. 7 Coveney recommends the use of Bacchi's WPR approach when a microexamination of policy is needed or when examining the development of policy as problem representation. 8 Bacchi contends that the existence of a policy indicates that there is an issue that must be addressed or fixed. Although the problem may not be apparent, it is usually implicit within the policy and can be located and identified by reading against the text. Bacchi's WPR framework is applied to problems evident within policy to make them explicit and available for closer scrutiny. Bacchi notes that the way in which a problem is defined, even implicitly, has flow-on effects as to how the policy is imagined and written. Identifying that something needs to be changed creates the 'problem/s' within the policy-making process. 7 Bacchi's WPR framework requires the policy analyst to ask six questions of the policy: 7 1. What's the 'problem' represented to be in a specific policy? If ADF women wish to access any of these other types of care, they are reliant on an obstetrician's assessment to provide them a 'green light' to access models of care that may be contrary to the obstetrician's philosophy.
The 'problem' of pregnancy and how it is managed in the ADF is aligned with the medical model of care, where pregnancy and labour are akin to having an illness that requires specialist intervention. This medical model of pregnancy focuses on preventing, diagnosing and treating complications that can occur during pregnancy, labour, birth and postnatal; the healthcare provider (in the ADF's case, an obstetrician) is seen as the expert decision maker.
11
While there is a genuine need for obstetric care for high-risk pregnancies, it is unlikely that all ADF women who are pregnant are at a high risk for complications and thus require specialist obstetric care for all ante-natal, intra-partum and post-partum care. The medical model of care is contrary to the advice from the World Health Organization (WHO) that pregnancy and birth is a natural process that should have minimal interventions throughout. 12, 13 It is also noted that the WHO, the International Confederation of Midwives and the International Federation of Gynecology and Obstetrics issued a joint statement recommending high-quality midwifery care for women where pregnancy, birth and the postnatal period are without complications. 14 
What presuppositions or assumptions underlie this representation of the 'problem'?
By stipulating that an obstetrician must be involved in the care and management of a pregnant ADF woman, HD235 is based on the premise that pregnancy is a medical issue that requires specialist care, treatment and intervention. The medicalisation of childbirth discourse is not confined to the ADF, but is a reflection on what has historically been the general state of affairs with regards to maternal health care in Australia.
11,15
Those aligned with the medical model of care (notably obstetricians) and those aligned with women-centred care (notably midwives) view risk and safety in different ways. Generally, obstetricians have a risk averse approach, preferring to intervene early when labour is perceived as likely to be problematic, rather than deal with as an emergency; a view that is seen as unnecessarily interventionist by those with a women-centred care approach to childbirth. 16, 17 An interventionist approach,
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or the medicalisation of childbirth, is one that is advocated by the medical fraternity on the presumption that labour and childbirth is an inherently risky experience. 17 This safety and risk discourse has made its way into public policy and contributes to the current medical dominance in the domain of childbirth. 15 In healthcare transactions, the patient seeks out the doctor for their expertise and professional knowledge; a power differential often exists due to the specialised medical knowledge and information the doctor brings to the relationship 11, 18 which can be compounded by use of technical jargon that is not understood by the patient. 19 HD235
reflects this presumption in that doctors remain the authority regarding maternal health care.
The medicalisation of childbirth has seen an increase in the use interventions under the guise of what is 'best' for the mother and baby. [20] [21] [22] [23] This discourse on safety and risk, along with the assumption that obstetricians are the authority in maternal and childbirth matters, can make it difficult for women to advocate for 'other' options to those outlined in HD235.
Traditionally, the person seeking assistance from a healthcare provider has been viewed as a 'patient' who has less knowledge and power. More recently, an alternative discourse under neoliberal political regimes is that the patient is a 'consumer' who has a right in the decision-making process and has participation in policy making. 24 Research by Zadoroznyj found that nearly half her sample population exhibited a 'consumerist' approach when selecting their maternal health care provider as well as the setting in which they chose to have that care, by making deliberate efforts to identify and choose maternity services that suited their needs. 9 HD235 presumes that ADF personnel are still 'patients' who do as they're told from those in a position of authority. This is further enabled by the hierarchical nature of the military, where personnel become indoctrinated to follow the orders of one in a position of authority.
How has this representation of the 'problem' come about?
Historically, childbirth occurred in the woman's home where she was attended by a midwife and surrounded by family and friends, with a focus on physiology and psychosocial support. [25] [26] [27] In Australia, the majority of women now birth in a hospital and are attended by a specialist obstetrician. 11, [27] [28] [29] This shift to the medical model of care is not specific to Australia.
11
Modern medicine has shaped the current discourse of maternal health care. The increasing knowledge and utilisation of reproductive medicine and medical technology has an emphasis on risk assessments, prenatal testing, pathologising pregnancy and birth, and an increase in interventions during childbirth. 11, 26 Australian health policy and the structure of the workforce have contributed to this representation of pregnancy and birth.
Obstetricians are the main beneficiaries of private health insurance reform; for example, the private health insurance incentive has seen a 51% increase in private birth rates. 20 There has also been an increase in the power doctors have yielded through political and economic lobbying. An alternative representation of pregnancy is woman-centred care, which is often aligned with the midwifery model of care. This approach emphasises continuity of care, informed decision making while taking into account the needs and preferences of the woman, respecting her choices and ensuring collaboration between the woman and her healthcare providers.
10,32
What effects are produced by this representation of the 'problem'?
The way in which the policy is written has a direct impact on how pregnant women in the ADF can access maternal health care funded by the ADF. HD235 stipulates that ADF women are to have their pregnancy confirmed by an ADF-endorsed GP at an ADF-run health centre. The GP, in accordance with ADF policy, is then required to refer the pregnant woman to a specialist obstetrician for review and subsequent management. This referral process accounts for only one of the six models of care available to women in Australia. 10 While the policy includes two other options -referral to a GP obstetrician or shared care (obstetrician and GP obstetrician, or obstetrician and midwife) -there is limited available empirical evidence that this occurs.
More broadly speaking, an Australian study found that women in the general Australian population are more likely to be advised of GP shared care for their pregnancy, as compared to the other models of care, and that less than 10% of the nearly 6,000 women surveyed were advised of the seven models of care specified by the researchers. 33 The ADF policy is not so dissimilar to what occurs in the general Australian public, in that most women are not provided an informed overview of all the models of care they are able to receive. What is different is that there is a specific policy that places constraints, perceived or otherwise, on the maternal healthcare choices GPs can advise on.
HD235's medicalisation of childbirth results in the majority of ADF women being managed by a specialist obstetrician for their pregnancy and labour, with the birth occurring in a private hospital. Research has found that women who birth in a private hospital are more likely to have obstetric interventions than those who birth in a public hospital 20, 21 and are more likely to have a caesarean birth than a vaginal birth. 21 Tracy et al found that women with a private obstetrician are more likely to have an elective caesarean, have higher rates of epidural use during the first stage of labour, and higher rates of episiotomies than those receiving care from a midwifery group practice of through standard hospital care. 22 Similarly, Robson et al found higher rates of induced labour, instrumental vaginal birth and caesarean birth for those in private hospitals, as compared to those who birthed in the public hospitals. 23 Conversely, these authors also found, after accounting for cofounding variables, a significant reduction in the rate of adverse outcomes for babies, such as the requirement for high level of resuscitation or perinatal death, born in private hospitals compared to those born in public hospitals. 23 
How/where has this representation of the 'problem' been produced, disseminated and defended? How could it be questioned, disrupted and replaced?
The medicalisation of childbirth has been discussed in both the popular and academic literature. Within the academic literature, there appears to be a consensus that childbirth has been medicalised, with a focus on pathology, intervention and hospitalisation. 9, 11, 15, 17, [20] [21] [22] [23] 25, 27 A review of how midwives and obstetricians are depicted in the media found that obstetricians are consulted and portrayed far more frequently as the experts regarding pregnancy and birth when compared to midwives. 34 The tendency to use an obstetrician as the pregnancy expert influences the message to the public that pregnancy and childbirth require intervention and specialist care.
While the ADF policy on pregnancy care reflects the dominance of the medicalisation of childbirth in the general Australian health system, it has not kept up to date with current policies and research. 40, 42 and are more likely to be involved in the decision-making process during labour and birth. 44 Research shows that women want to be involved in the decision-making process, have choices and feel in control 42, [44] [45] [46] as it is more likely to result in a positive birth experience for the woman. 46, 47 In its current format, HD235 does not take into account all facets of how maternal health care can be provided. It does not provide overt guidance as to other models of care ADF women can access, which may be selffunded or covered under the provisions of DI(G) PERS 16-1. It appears to be written in such a way as to advocate fewer models of care options for ADF women when compared to the general Australian public. It would also seem that women are less likely to be involved in the decision-making process concerning who their primary health care provider will be for the pregnancy and birth due to the requirement for a GP to refer to a specialist obstetrician. There is an absence of research regarding ADF women and their choices, desires and awareness of the various maternity models of care. This gap in knowledge is an area for future investigation to inform future policy developments in this field.
Discussion
While the ADF provides health care for its personnel, the care is still provided within the framework of the Australian health care system. Some of these services are provided directly by the Department of Defence, while other aspects, including maternal health care, is provided by the Australian health care system.
From 1 Jan 2013 to 30 Jun 2014, 519 women across the three Services (Navy, Army and Air Force) were on some form of maternity or parental leave. 48 This represents 6% of the number of women in the ADF permanent force and less than 1% of the total number of people in the ADF permanent force, as at 30 Jun 2014. 50 This small proportion of ADF women who require maternal health care in any one calendar year highlights one of the reasons ADF women go through the general Australian health system: the proportion of women who require the services of obstetricians or midwives mean it is too inefficient for the ADF to employ its own personnel, or use contractors onbase through MHS for this function alone. Furthermore, there is no requirement to have an obstetrician or midwife in the permanent military as they would not be used in this capacity on operations, either domestically or overseas. While there may be an option for GPs to qualify for their obstetric speciality, there would be limited opportunity for them to use their skills and knowledge with so few women in the ADF requiring maternity healthcare in any given year. Additionally, while there may be some nurses who are qualified as midwives in the permanent military, they are not employed to perform midwifery duties.
It has been recognised that health is influenced by a number of factors including the cultural, political, economic, psychological and spiritual aspects of one's life. 49 These aspects, which often account for health inequities between and within populations and countries, are known as the social determinants of health. 50 Within the ADF, health inequities do not exist to the same extent as they do to other populations because, regardless of gender, socio-economic status, education level or political ideology, all ADF personnel are entitled to access the same type and level of health care. 3 It has been argued that the medicalisation of childbirth has increased inequities and quality of maternity care, particularly for those in minority groups, those in rural or remote areas, and those in the inner city. 27 However, for ADF personnel, there are policies and mechanisms in place to ensure that all pregnant women are able to access specialist obstetric care. 3, 4, 51 Inequality occurs when women want the right to choose a different model of care to that stipulated in HD235. Choice is an important component of health care and contributes to the welfare of the consumer; a lack of choice is a social determinant of health inequality as well as being contrary to the health care rights of Australians.
5,7
The WHO and the Australian Government recommendations reflect the current evidence that suggests that the optimal maternal health care provided is womencentred, and provides choice, control and continuity of care as well as taking into account a woman's social and emotional situation. 10, 12, 13, 40 Research has shown that women are less likely to have medical intervention and greater levels of satisfaction with a midwifery-led continuity of care model. 40, 42, 43 Continuity of midwifery care, a model of care not offered in HD235, has also been found to be safe and cost-effective for women of any risk. 53 The current ADF policy does not make it easy for woman to feel they are empowered to choose their maternal healthcare provider. Even if woman were to request 'other' birthing practices to the ones specified in the policy, the ADF still requires the woman to be assessed and provided endorsement by an obstetrician to be able to access this 'other' birthing practice. Some women may not wish to have an obstetrician involved in any aspect of their care, unless it is an emergency situation, such as the requirement for a caesarean section. By mandating that obstetric care is a requirement for all pregnancies within the ADF, there is a real possibility that ADF women are more likely to experience medical interventions during childbirth than they would have experienced with other models of care.
HD235 is written in such a way that disempowers pregnant women in the ADF from making an informed choice about their maternal health care, which is contrary to the Australian Charter of Healthcare Rights. 52 The alternative options may be preferred by ADF women, however, they may not realise that these alternative options are available to them. ADF women are placed in a position where they are not making a fully informed choice about their maternal healthcare options. The referral pathway for pregnant ADF women is another area for further research. HD235 is written in such a way that makes it ambiguous as to whether GPs should only advise ADF women as to the three options stated in this policy. While the policy does discuss 'other' options, GPs may shy away from discussing these, unless specifically brought up by the individual woman. The research may discover that GPs are unaware that ADF women can in fact access maternal health care options available in the public health system; that GPs are educating ADF women on all options; or perhaps that even the GPs themselves are unaware of all the maternal health care options available in the Australian healthcare system.
Future directions
In recent years, a number of events regarding the improper sexualisation of women in the ADF were made public. A review by the Sex Discrimination Commissioner 54 encompassed a broad range of issues, including pregnancy. While not specifically addressing the maternal healthcare choices available to women in the ADF, this report highlights the many difficulties women in the ADF face with regards to having a family. HD235 is yet another obstacle for women in the ADF to contend with and should be investigated in light of the findings of this analysis to take into account the views of ADF women.
Conclusion
In analysing HD235, Bacchi's WPR framework has emphasised the issues surrounding the representation of pregnancy and birth as an event that requires specialist medical intervention. In the context of the ADF, this issue is made more complex due to the restrictions the current policy places on women regarding their (in)ability to choose their maternal healthcare model and provider. Current research advocates for maternal healthcare that is woman-centred, collaborative and provides an opportunity for informed decision making and choice. This policy analysis shows that ADF women are not afforded these options, contrary to the health care rights of Australians. This lack of choice also contributes to the health inequalities faced by ADF women when compared to the general Australian population.
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